diating into a myxoid background where they often appeared as individual cells or clusters ofcells. The first two specimens, biopsies from dog Nos. 1 and 2, had no solid or cystic areas compatible with more typical meningiomas in the dog. This led to considerable confusion and an original diagnosis of atypical choroid plexus tumor. It was only after examining the third dog that we reali7ed that these were variations of more typical meningothelial meningiomas. These tumors might also be confused with chordomas or primitive cartilaginous tumors because of the clusters of cells with occasional vacuoles and the myxoid background matrix. The immunohistochemical results ( G F A P negative, vimentin positive) are consistent with those reported in meningiomas of dogs'" and humans.y Focal clusters of cells that stain with antibodies to keratin have been reported in meningiomas in humansy and reflect the embryological origins of the leptomeninges. In conclusion, myxoid meningiomas appear to be a rare but distinctive variant of canine meningiomas that should be recognized by veterinary pathologists. Reported anthrax in dogs is uncommon. In 1971, three dogs died of anthrax in Louisiana, but neither clinical nor pathologic findings were described.? In 1957, an outbreak of anthrax in a hound kennel in Kennett, Suffolk, England, was attributed to feeding raw meat from a Jersey cow that had died of anthrax.' Clinical findings included fever (103-105 F), edematous swelling of the face and throat, generalized lymphadenopathy, renal congestion, patches of hemorrhage of the enteric serosa, and slight but equivocal splenomegaly. Death was attributed to asphyxia. This paper documents the occurrence of anthrax in several Mississippi counties and describes a case of anthrax in a dog from this anthrax-endemic area. ment with sulfadiazine/trimethoprim and clindamycin was begun on an outpatient basis. The dog was sent home but died later that day on the owner's premises.
Necropsy findings within I hour postmortem included splenomegaly, a very friable liver. and blood in the stomach. small intestine. and colon. A 2x 2-cm raised hemorrhagic wound on the right foreleg was suspected to be a puncture wound or spider bite. Only formalin-fixed kidney. liver. lung. myocardium. and spleen were collected for further examination. The owner elected to bury the carcass at his residence.
Histopathologic findings in hematoxylin and eosin-stained sections of spleen included generalized congestion. multifocal lymphocyte necrosis with fibrin exudation. and large numbers of degenerate neutrophils and intact bacterial rods throughout the red pulp. Penarteriolar lymphoid sheaths were present in low numbers and contained scattered necrotic cel-lular debris interpreted to represent lymphocytolysis. Discrete lymphoid follicles were not found. Pulmonary changes included congestion, multifocal atelectasis, bacterial rods and neutrophils in the aveolar septa1 capillaries, variable intraalveolar fibrin exudation. and edema. Bacteria were also within hepatic sinusoids, renal glomerular capillaries, and intramural myocardial blood vessels (Fig. 1) .
Anthrax was suspected based on the histologic findings. The diagnosis was confirmed clectron microscopically by demonstration of specific immunogold labeling of the cell wall and intercellular septa of vegetative bacilli using a previously described monoclonal antibody technique (Figs. 2,   3 ).: This antibody has been shown to be highly specific and identifies the galactose-N-acetyl-D-glucosamine polysaccharide considered unique to Bacilliis anthracis. Bacillus cereus was used as the negative control and did not demonstrate Acknowledgements any staining.
This case differs from those described in Suffolk by having unequivocal splenomegaly and severe hemorrhagic enteric involvement consistent with the intestinal form of anthrax.
We thank W. Deveer for expertise in photomicroscopy and K. Kuehl and C. Brown for expertise in immunoelectron microscopic procedures.
Also, the present case did not have notable edema of the throat region, and death was attributed to septicemia and toxemia instead of asphyxia.
The circumstances of this case leave several unanswered questions regarding the source of exposure of this dog to anthrax. Exposure was considered unlikely during the 6 days prior to death because the dog was kept at home. albeit unrestrained, in a residential area with no livestock within approximately 0.8 km. No livestock deaths had been reported at this site. Exposure to the dog was presumed to have occurred 6 days prior to initial clinical signs (7 days prior to death) during a dove hunt over a freshly plowed field. One possible source includes carrion ingested in adjacent wooded areas, although a carcass was not found. Ingestion would be the most likely explanation for the gastrointestinal hemorrhage found at necropsy. A second possibility is percutaneous infection, such as a wound or an insect bite. The wound interpreted as a pucture or spider bite may have represented a counterpart to the malignant carbuncle described in human beings.' Although cutaneous anthrax has not been described in animals, a puncture wound cannot be ruled out. Insect transmission has been demonstrated but is considered an insignificant means of spreading anthrax unless the insect population is very large.'
